become acutely ill with orthopnoea and bloody expectoration. During the first four days of his illness in London his temperature was said to have been 102°F., 1030 F., and later on 98°to 100°F.
There was a history of malaria in North Argentina about two years ago. He was said to have had tuberculous pleurisy at about the age of 18, and jaundice and kidney disease during childhood. There. was no history of alcoholism or venereal disease. It should be stated that on admission the patient had a peculiar yellow tint noticeable in the skin of his face, though his conjunctivwe were not jaundiced.
During the first week under treatment in hospital the patient's condition seemed not to get worse, though there were objective and subjective signs of great general debility. His temperature was nearly always between 98°F . and 99.50 F.; his respiration was at first 40 to 44 in the minute, but afterwards fell to 32 to 34; the pulse was at first 80 to 84, but later on mostly 100 to 108. The urine was of specific gravity 1012 (November 11), averaging 1,200 to 1,800 c.c. in the twentyfour hours, and yielding a " thick cloud " of albumin; a few granular tube casts and uric acid crystals were found in it by microscopical examination. The signs of pneumonia at the lower lobe of the right lung persisted, but more crepitation than previously came to be heard, as if a certain amount of " resolution " were taking place. Some petechial or ecchymotic patches about the ankles ulcerated. The patient complained a good deal of abdominal pains, and said he had suffered from abdominal pains in Buenos Ayres as well as on the ship during the voyage to England. In regard to treatment, strychnine, digalen and a little alcohol were employed, and xeroform powder was used for the feet. The abdominal pains and discomfort were much relieved by hot hip-baths.
Later on the temperature sometimes reached 1000 F., or slightly higher. The brachial systolic blood-pressure was 155 to 170 mm. Hg. The superficial ulceration of the ecchymotic patches (superficial cutaneous gangrene) about the ankles, and some superficial ulceration about the sacrum, required much attention. The sputum was of the " prune juice " type, with a brownish tinge. On November 25 I tapped the right pleura and removed a little fluid, which was not quite clear and which by microscopical examination was found to contain a considerable number of pus cells; the specific gravity of this pleural effusion was 1010, and it " went solid" with albumin on boiling. On November 28 I again tapped the right pleura and withdrew 1,300 c.c. of a fluid somewhat turbid with pus cells. On December 2, when I tapped the right pleura for the third time, I found the pleuritic effusion (about 1,500 c.c. removed) distinctly purulent, foul-smelling, and swarming with cocci. There was therefore a definite empyema, and on the following day my surgical colleague, Dr. zum Busch, kindly operated (under local anaesthesia), resecting a portion of a rib. The patient, however, grew gradually feebler, and died on the night of December 6.
In regard to the necropsy and microscopical examination, I am greatly indebted to Dr. Hans Schmidt. The heart (weight 25 oz) was much hypertrophied, especially the wall of the left ventricle; there was no valvular disease or ante-mortem thrombus. There were only slight atheromatous changes in the thoracic and abdominal aorta. A specimen of blood serum from the post-mortem heart's blood gave a definite negative Wassermann's reaction for syphilis. The right lung (side of the empyema) was collapsed and there was an abscess or gangrenous patch in the lower lobe. In the left lung there was hypostatic congestion, and a microscopic sectionl from the lower lobe (where crepitation had always been heard during life) showed the presence of chronic catarrhal changes. There was no ascites. The liver (weighing 106 oz.) was greatly enlarged, and had a fatty, pale yellow appearance. The upper surface was fixed by a few adhesions to the diaphragm. Microscopic examination showed an extreme degree of fatty change (fatty infiltration of the hepatic cells, doubtless associated with a degenerative condition of the cells themselves). The spleen (weight 62 oz.) was rather soft and the capsule was attached by some perisplenitic adhesions; a few pale patches observed under the capsule were shown by microscopic examination to be small infarcts. The pancreas appeared normal. The kidneys (weighing together only 8i oz.)
were rather small, and macroscopically and microscopically showed typical chronic interstitial nephritis. In regard to the other organsthe thyroid gland appeared normal; the testes were small for the patient's size, the weight of these organs (including epididymis) from both sides, together, being only oz.
Both suprarenal glands were enlarged (the left one being about the size of a hen's egg, the right one as large as a goose's egg) and transformed into soft, pale, friable masses, evidently necrotic caseous material, including the whole of the medullary substance, covered only by a thin layer of living cortical substance. Further microscopical examination confirmed the statement that these suprarenal glands consisted of a mass of necrotic caseous material covered by a thin layer of living cortical substance; in this non-necrosed layer were scattered foci of inflammatory small cell infiltration; no tuberculous giant cell systems were found.
REMARKS.
It is noteworthy that the post-mortem examination showed no tuberculous changes except in the suprarenal glands, and even in them the tuberculous nature of the caseous change was not definitely proved by microscopic examination.
In the present case the old chronic interstitial nephritis with cardiac hypertrophy evidently to some extent counteracted the tendency towards very low blood-pressure, which is characteristic of typical Addison's disease of the suprarenal glands. On the other hand, the patient's objective and subjective state of debility was characteristic, as well as doubtless ' 
